processes. Problems of return to work must be tackled at the onset ofillness or injury, and medical involvement and medical advice must continue until the task of resettlement has been completed. How can we ensure that this help is regularly available?
First, doctors will not be enthusiastic unless their involvement is meaningful. At present there is little reward in completing a nonmedical form for the employment exchange and for it to go to a DRO the doctor may not have met. It is reminiscent of the message behind the clock on the mantlepiece for an unknown district nurse. Perhaps one answer is for DROs to be as closely attached to general practitioners as nurses and social workers are becoming. Why not call regularly to deal with any employment problems? When a disabled person consults a DRO of his own accord and the DRO requires medical advice, the usual procedure is to request an examination and report by the Regional Medical Service. This arrangement is hallowed by time and has merits, but it must be wrong in principle not to consult the general practitioner, who is responsible for the patient's health care, has all the medical records, and who probably knows which other professional workers in the district are familiar with the patient's problems. How can the DRO become an integrated member of the community team while this barrier continues?
The problems of the DRO service will never be resolved until it becomes a life-time career for all of them. Only then will recruits apply because this is where their aptitudes and interests lie. At present DROs are the only workers in rehabilitation who take up the care of the disabled as a temporary interest until promotion carries them on to other duties. Given a life-time involvement, DROs would wish to know more about social and psychological problems, conditions of employment, medical disorders, and the roles of others in the rehabilitation team. They would become more like social workers with a special knowledge of employment. Then their relationships with all concerned would be much easier.
Just as it has been decided that the heart of health care should be in the community, so would it be logical to make the DRO the key person in the guidance given to the disabled by the employment services. Adequately supported by the Employment Medical Advisory Service, general practitioners, social services, and other workers in the community, there is no reason why most assessment and placement should not be made without recourse to the full work environment of an ERC, usually many miles away. At present the DRO is not adequately advised and supported, and it is usually not until the client reaches the ERC that the social, psychological and medical problems are fully appreciated. To say that is not to belittle the advantages of a work environment for those who really require it. It is, however, a cumbersome method for those whose sole need is a straightforward medicosocial evaluation coupled with good employment advice.
With the advent of EMAS, we had hoped that its doctors would quickly establish better communication with general practitioners and consultants. Unfortunately much remains to be done. Ideally the referring doctor, having completed the DP I form for the DRO, would then write a medical report to the appropriate employment medical adviser (EMA), doctor to doctor, as he would to any other colleague. My observations of EMAs at work in several different ERCs suggest that they were often being expected to advise without access to essential medical information: what was found at operation? exactly what did the neurologist or cardiologist think? and so on. Sometimes a decision had to be taken that would be crucial to the future of the client and his family, when what was required to decide the issue was a further consultation with a specialist, and for administrative reasons this could not be arranged during the period of assessment at the ERC. The medical profession should give to EMAS every possible support so that a more valued medical presence can be established within the employment services. A regular interchange of information between colleagues is essential.
Finally, we would all welcome the new research centre at Birmingham. When viewing vocational guidance for the disabled throughout the country, it is clear that many investigations are required. These will not be confined to the problems of the ERCs or of the National Health Service. There must be studies of the community as a whole to determine the full extent and variety of problems of return to work after illness or injury, and how they are being handled. This information will be invaluable for future planning. The role of the Employment Medical Advisory Service (EMAS) ofthe Health and Safety Executive in relation to rehabilitation and resettlement is now generally agreed. It is as follows: to advise on medical aspects of suitable work for the disabled (and the use of the word disabled naturally implies both physical and mental disabilities) and on medical aspects of the development of rehabilitation and resettlement policy, including advice on research; to assist ESA in extending cooperation with other medical services and organizations, and in enlarging awareness of such occupational rehabilitation and resettlement facilities/services as are provided. Consideration of this last aspect of our role is one of the main objects of this meeting.
The work of the rehabilitation branch of EMAS, which was set up in 1975, has ramifications which are wider than the immediate context of occupational rehabilitation in employment rehabilitation centres, but it is this part of our work on which I wish to concentrate here. We provide the medical and nursing advice and services for 24 of the 26 government ERCs in England, Scotland and Wales, at which there are at present between 12 000 and 13 000 admissions per year for full-time courses, although fewer (between 9000 and 10 000) actually complete a course. The average length of courses is six or seven weeks, but it may be shorter or longer, according to needs. One centre (Egham) is wholly residential; a few have hostels for a proportion of attenders; the majority ofcentres are attended on a day to day basis.
A doctor working for EMAS at an ERC will assess and evaluate the present medical condition and psychological, physiological and anatomical function of the entrant, looking at any features which may have special relevance to the work situation. It is intended that more objective methods of measurement will be introduced, enabling valid comparisons of functional capacity to be made.
Under the present arrangements there is extreme variation in both the quantity and quality of the medical information which comes to the ERC initially in each case. Additional data on past medical history, details of former disease, as well as possible future plans for treatment &c. have to be obtained in an ad hoc way by the EMA through the general practitioner and/or consultants concerned. The direct doctor-to-doctor approach ensures that there is no lapse of confidentiality, which we feel is of the greatest importance. The EMA's medical opinion as to the ability of an individual to perform certain tasks which he will meet in his work will be given after a full medical examination taken in conjunction with the full medical history, which of course should ideally be available initially in every case. Full details of any current therapy are taken and, should it be felt by the EMA that adjustment of any drugs would be advisable (as, for example, in cases where regular large doses of nocturnal sedatives tend to impair performance during the day) this will be discussed with the general practitioner early in the course.
The nurses in ERCs supervise the day to day health care of rehabilitees and give occupational health nursing advice in relation to this. They work closely with other members of the team and are aware of any problems that arise during assessment. They attend the case conference in the absence of the doctor and have a contribution to make which we expect will be greater in the future.
Although our medical service is primarily advisory, there are facilities for remedial therapy in some centres (a remedial gymnast or a physiotherapist). The extent and use of such remedial services is variable, and I am at present collecting data on the use of a physiotherapist or a remedial gymnast in the ERC setting.
Medical advice will be given by the EMA on the work capacity of the individual to the other members of a team which guides and assesses the entrant throughout the course (the occupational psychologist, centre manager, social worker, DRO and the chief occupational supervisor). Throughout the course occupational medical problems are assessed on the workshop floor by the doctor, who works closely with the nursing sister, and these are discussed at a case conference by the team at the beginning and end of the course and at other times as need arises.
Part-time Occupational Rehabilitation
One of the main problems in this field is the lapse of time, which is often considerable, between the disabling illness or injury and the start of any attempt at rehabilitation for return to work. To see if this defect could be overcome, discussions took place between the Department ofEmployment and the Department of Health and Social Security and agreement on a scheme for earlier attendance was reached in 1973/4. Part-time courses (up to 20 hours per week) are now being undertaken at several centres: patients continue on sickness benefit under this scheme. One hundred and twenty-three patients (all but 11 ofwhom were outpatients) attended 8 ERCs during 1975 for such courses; at the end of the course, one-third had successfully transferred to a full-time course, onehalf were still not working but the remainder went directly into employment, or were awaiting training. Because the statistics issued on these part-time courses do not allow for analysis, for example, by type of disability and outcome, EMAS is at present undertaking a more detailed study on these lines, and will shortly be undertaking a prevalence study on inpatients at the Queen Elizabeth Hospital, Birmingham, of the age, diagnosis, and any problems related to return to work. Further such information will enable EMAS to advise ESA on the value of part-time courses and on the type of hospital where the maximum benefits of a hospitalbased ERC are more likely to lie. Preliminary results suggest that patients from mental hospitals, those from orthopedic and accident centres, those with long-term neurological disorders, and those with arthritis (especially if already attending medical rehabilitation centres), would be most likely to need the type of rehabilitation that can be provided at an ERC.
Evaluation ofEmployment Rehabilitation
The flow of rehabilitees through ERCs may be analysed to draw attention to some of the problems which arise during employment rehabilitation. Table 1 refers to full-time courses the approximate figures for which, from national statistics, were provided by ESA. Of every 100 people who apply for a course 10 % are rejected outright, often for cogent medical reasons. Ofthe 90 who are accepted, 20 fail to appear on the given date to begin their course, the reasons for this being largely unknown. The success or failure of these two groups in getting back to work, in relation to disability and other factors is not clear, and would be an interesting study. Of those who start an ERC course, only 80% will complete it and 20% will terminate prematurely, again often for medical reasons. As a matter of ESA policy those who terminate prematurely are never followed upalthough the overall numbers are substantial (see Table 1 ). If factors could be recognized which would enable one to predict premature terminations, there could be a substantial saving in time and money. It is hoped that ESA's employment rehabilitation research centre will soon produce such data, and EMAS intends to look at premature terminations due to medical reasons, and to examine features such as the optimum interval between sickness and start of employment rehabilitation.
A postal follow-up inquiry is done via the local disablement resettlement officer (DRO) six months after the end of the course on the majority of those who complete a full course, but information has been received on only 3 in 4 of those to whom a questionnaire is sent. Of those replying, approxi- These figures illustrate some of the many differences that may exist between the type of population aiming to use this service and populations using other rehabilitation services, for instance, private industry's own rehabilitation services; those organized by the armed forces, particularly the Royal Air Force; medical rehabilitation centres for specific injuries, such as to the head, the spine or the hand; and those attached to rheumatology departments, or to hospitals for the mentally ill. In all these instances rehabilitation is applied to a more homogeneous group in which there are likely to be at the onset fewer variables to affect the outcome, very much shorter time intervals between the illness or accident and the start of rehabilitation, possibly better motivation, and more exact ways to assess progress and to evaluate the outcome. The population flowing through ERCs is heterogeneous and this greatly adds to the problem of analysis and assessment of successful outcome.
If further information is obtained on the successive drop-out groups as shown in Table 1 , it will need very careful interpretation. Analysis by disability, for instance, in relation to successful placement at work requires qualification by the addition of other data: for example, the lapse of time since illness or injury and a more precise diagnostic classification, preferably based on the International Classification of Diseases. The present diagnostic code used by the Department of Employment is arranged in broad diagnostic groups. More detailed breakdown, such as that made last year on a small survey of 155 people at the centre in Birmingham, showed that 65% of men and women with locomotor disability were unemployed at six months, but of those with problems confined to the lower back a higher proportion were not satisfactorily resettled. EMAS aims in its future work in this field, to improve the effectiveness of ERC courses by more precise medical selection, as well as by possible adaptation of the present method of medical assessment. We must look at individual disabilities in more detail, improving the follow up from 75-100%, and so improve our guidance. The case control type of study is obviously very much more difficult to set up in the ERC context than in a hospital setting. EMAS hopes to undertake, initially in collaboration with hospital consultants, some detailed studies of people with specific clinical conditions, looking at medical aspects of fitness for work and at problems connected with return to work in relation to certain features of their medical condition. We will also hope to cooperate with the Employment Rehabilitation Research Centre in some aspects of its work. These changes are associated with the conviction that the degree of recovery will be enhanced by maintaining the patients' ties to the everyday realities of life.
There has been increasing recognition of the importance of work and vocational adjustment. Vocational rehabilitation is an important aspect of the total care and warrants more attention than it receives. Studies going back as far as Steckel (1922) have recognized that employment of the psychiatric patient is associated with a lower relapse rate and improved quality of recovery.
I would like to discuss three areas where problems may arise in rehabilitation.
(1) How may one determine when the psychiatric patient is ready for employment? The psychiatrist, in making his assessment, must adopt fresh parameters. Rather than considering diagnostic features, factors such as stability of the mental state, motivation towards employment and behavioural abnormalities need to be considered. However, even careful assessment is fraught with difficulty. We can all recall instances of those who failed to adapt to work despite many factors in their favour and others who succeeded against all expectations. In America considerable time and energy have been devoted to psychological tests to measure vocational readiness (Gillman 1953 , Stotsky & Weinberg 1956 . Peterson (1960) The results of these and other studies show that vocational or occupational adjustment is not necessarily highly correlated with interpersonal or social adjustment. At present all that can be said of psychological tests is that they do not provide a reliable tool and will require considerable further development before they are useful.
Group or panel methods of selection have not been very much better. In one case (Stotsky 1957), after extensive evaluation by a medical rehabilitation board, it was found that from those specially selected as suitable for employment, 33 % were failures. Plag & Arthur (1965.) , in a study of 134 naval recruits at San Diego Naval Training Centre, all of whom had been classified as unfit by both psychiatrists and recruiting officers, found that they performed remarkably well. They had been allowed to serve, and 72 % completed their engagement and performed as well as a group of matched controls.
There is therefore no easy, reliable method of determining work readiness. The single useful indicator we have is that of work simulation. Whilst industrial therapy departments in hospitals can fulfil some aspects of work simulation, a more comprehensive and realistic assessment can be made at the employment rehabilitation centres. These centres, in this respect, offer an assessment of work readiness that cannot otherwise be obtained except by sending the person into open employment with possible disastrous results. In this connexion I would mention the possible use of part-time attendance at the employment rehabilitation centre over a short period in suitable cases.
(2) The problem ofliaison between those concerned with health care and those offering employment: In this area the disablement resettlement officer (DRO) service has developed and is still developing. I believe that nearly all psychiatric units now have regular visits from a DRO, but it is of interest to note that in those hospitals which have had a full-time service from a DRO, not only have the referrals to him been proportionately higher, but the percentage placed in employment has remained consistent and has not fallen. There is therefore a case for the psychiatric services to make fuller use of the DRO service than at present; unfortunately, in the present economic situation this is unlikely to occur.
(3) The employers' attitude to those who have been mentally ill: One cannot and should not expect employers to offer work to people who are not capable of performing their work adequately, but
